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Context: Taping and orthoses are frequently applied to con-
trol excessive foot pronation to treat or prevent musculoskeletal
pain and injury of the lower limb. The mechanism(s) by which
these devices bring about their clinical effects are at best spec-
ulative and require systematic evaluation.
Objective: To determine the initial effect of the augmented
low Dye taping technique (ALD) on plantar foot pressures dur-
ing walking and jogging.
Design: Within-subjects, repeated-measures randomized
control trial.
Setting: Gait research laboratory.
Patients or Other Participants: Fifteen women and 7 men
with an average age of 28.0  7.4 years who were asymptom-
atic.
Intervention(s): Participants walked and jogged along a
12-m walkway before and after the application of ALD. The un-
taped side served as the control.
Main Outcome Measure(s): Peak and mean maximum plan-
tar pressure data were calculated for the medial and lateral ar-
eas of the rear and midfoot and the medial, central, and lateral
forefoot areas. Thus, a 3-factor model was tested: condition
(ALD, control)  time (preapplication, postapplication)  area
(medial and lateral rearfoot and midfoot and medial, central,
and lateral forefoot).
Results: Significant 3-way interactions were present for both
peak and mean maximum plantar pressure during walking
(F6,126  9.55, P  .006 and F6,126  11.36, P  .003, respec-
tively) and jogging (F6,126  5.76, P  .026 and F6,126  4.56, P
 .045, respectively) tasks. The ALD predominantly increased
plantar pressures in the lateral midfoot during walking and jog-
ging. In addition, tape reduced mean maximum pressure at the
medial forefoot and at the medial rearfoot during walking.
Conclusions: The ALD, which has previously been shown
to reduce excessive pronation, produced significant increases
in lateral midfoot plantar pressures, thereby providing additional
information to be considered when the mechanism(s) of action
of such a treatment are modeled.
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Key Points
• The augmented low Dye taping technique, which is known to increase arch height, increased midfoot plantar pressures
and decreased medial forefoot and rearfoot pressures.
• Increases in lateral midfoot and decreases in central forefoot plantar pressures occurred consistently during both walking
and jogging.
• Plantar pressures in the arch did not change with taping.
• The augmented low Dye technique may be useful when reducing medial forefoot and rearfoot plantar pressures is desir-
able.
Overuse injuries may occur as a result of repetitivestresses on musculoskeletal tissues.1 Excessive pro-nation of the foot, which has been associated with an
increased risk of lower limb overuse injury, is often managed
as part of a comprehensive treatment program with adhesive
antipronation tape, such as the augmented low Dye taping
technique (ALD; Figure 1).2–7
The mechanisms by which antipronation taping exerts its
clinical effects remain largely anecdotal and untested at this
stage. As a means of exploring the mechanisms by which an-
tipronation tape brings about clinical effects, researchers have
studied the tape-induced changes in foot posture5,6,8,9 and
plantar pressures.10–12 The ALD has consistently been shown
to initially increase vertical navicular height or arch height
ratio when assessed by static or dynamic measures.5,6,8,9 Russo
and Chipchase11 and Lange et al12 recorded plantar pressure
patterns on a platform with a sampling rate of 25 to 30 Hz
and found that low Dye taping (Figure 1A) altered pressure in
all regions of the foot, specifically and consistently increasing
peak and mean pressures in the lateral midfoot, with reduc-
tions in the forefoot areas.11,12 However, changes in rearfoot
pressures were not the same in these 2 studies, with Russo and
Chipchase11 reporting increased pressure and Lange et al12
finding reduced pressure at the forefoot. Notably, no system-
atic changes in the medial midfoot plantar pressures were
shown. The effect of the ALD on plantar pressures remains
unknown.
Our aim was to determine the effect of the ALD on plantar
pressures of the foot surface contact area during walking and
jogging. We hypothesized on a prima facie basis that after the
application of the ALD, the peak and mean maximum plantar
pressures would increase in the lateral foot (hypothesis 1) and
decrease in the medial foot (hypothesis 2) during walking and
jogging.
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Figure 1. A, Standard low Dye taping. A strip of tape was applied
from the first metatarsal head, around the posterior heel, and fin-
ishing on the fifth metatarsal head (spur). Transverse strips were
then added, starting over the spur on the lateral side of the foot,
coursing under the plantar surface of the foot, and anchoring on
the medial side. These strips continued to be applied in a distal to
proximal direction, so that each covered half the width of the pre-
vious strip, until the heel and the plantar surface of the foot were
covered. A second spur locked off the mini-stirrups. B, Calcaneal
slings. With the ankle fully dorsiflexed, a circumferential anchor
strip was applied at one third of the distance from the distal end
←
of the leg. The calcaneal sling began anteriorly on the anchor, then
coursed in a posterior and distal direction to cover the Achilles
tendon and heel obliquely, under the plantar heel surface, and up
the medial side of the rearfoot-midfoot to end where it started. Two
of these slings were applied. C, Reverse 6s. Each reverse 6 origi-
nated at the medial malleolus and just proximal to the medial mal-
leolus, passed over the dorsum of the ankle to the midfoot region,
and then coursed medially under the plantar aspect of the midfoot
and along the medial side of the leg to the anchor. Three reverse
6s were applied. The augmented low Dye taping was completed
with the addition of 3 lock-off strips, which were similar to the
anchor strip. A, B, and C show independent, not sequential, taping
methods.
METHODS
We used a repeated-measures research design because it re-
duces individual variability and increases internal validity. The
participants served as their own controls.
Participants
Fifteen women and 7 men (age  28.0  7.4 years) qual-
ified for inclusion in the study. We included volunteers if they
performed regular physical activity (ie, were not sedentary)
and exhibited an increase in vertical navicular height of at least
10 mm when their feet were moved from relaxed stance to
neutral subtalar joint position. A Vernier caliper (Mitutoyo,
Japan; resolution  0.02 mm) was used to measure vertical
navicular height (as outlined previously by Vicenzino et al5).
A navicular drop of greater than 10 mm is considered abnor-
mal and may contribute to foot injuries.13 We excluded par-
ticipants if they reported any symptoms of lower limb injury
in the 6 months before the start of the study, had a history of
lower limb congenital or traumatic deformity, or previously
had an allergic reaction to tape. The relevant institutional re-
view boards approved the study, and all participants provided
informed consent.
Apparatus
The EMED-SF capacitance transducer matrix platform
(Novel Electronics Inc, Minneapolis, MN) was used to mea-
sure plantar pressures between the foot and the supporting sur-
face. The platform consists of a matrix of 1944 force trans-
ducers that are uniformly distributed in an area of 23  44
cm. The transducers have a density of 2 sensors per cm2 with
a sampling frequency of 70 Hz. The sensors have an input
pressure saturation of 1200 kPa, which was not reached by
any of the subjects in the current study. The platform was
positioned level with the floor at the midpoint of a 12-m walk-
way. The EMED-SF system has demonstrated overall reli-
ability when 3 to 5 walking trials are used.14
Treatment Conditions
The 2 treatment conditions for this study were ALD and a
no-tape control. A 38-mm–wide rigid sports tape with a zinc
oxide adhesive (Leuko Premium Sportstape, Beiersdorf Pty
Ltd, Sydney, Australia) was applied to all participants by the
same experienced sports physiotherapist. The ALD method5,7,9
involves applying a standard low Dye tape, calcaneal slings,
and reverse 6s (Figure 1A, B, and C, respectively).
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Experimental Procedure
Participants attended an initial session during which their
suitability for the study was determined. A second session was
conducted to obtain the plantar pressure measurements. Tape
was applied randomly to either foot, with the untaped foot
serving as a within-subjects control. The leg to be taped was
cleaned with warm soapy water, and any hair in the area was
removed to maximize adhesion of the tape.
In each of the tasks, the participant was instructed to am-
bulate at a self-selected pace over the walkway (12 m). Mul-
tiple trials of walking or jogging were permitted to allow the
subjects to practice not looking at the ground to prevent tar-
geting of the platform surface. Data were collected over 5
trials for each foot. Tape was then applied to the selected foot,
and the previously described procedure was repeated. Both
walking and jogging speeds were monitored to ensure consis-
tency for all trials within each participant, especially from pre-
tape to posttape trials. At the completion of data collection,
the tape was removed with the aid of blunt-nosed scissors and
the foot examined for adverse skin reactions.
Data Analysis
The data collected were divided into 10 areas or masks us-
ing the NovelWin Automask software system (Novel USA,
Inc, Minneapolis, MN). The 3 masks involving the toes (hal-
lux, second toe, and toes 3 to 5) were omitted from analysis
because of their high variability.15 The remaining 7 regions
evaluated in the study were the medial rearfoot, lateral rear-
foot, medial midfoot, lateral midfoot, medial forefoot (first
metatarsal), central forefoot (second metatarsal), and lateral
forefoot.
Data collected were averaged across trials for each mask.
Two dependent variables were investigated in this study: peak
pressure and mean maximum pressure. The independent var-
iables of interest were condition (ALD, control), time (preap-
plication, postapplication), and area (medial and lateral rear-
foot and midfoot and medial, central, and lateral forefoot) for
both walking and jogging tasks. A multivariate, repeated-mea-
sures analysis of variance (condition  time  area) was con-
ducted using SPSS 11.0 for Windows (SPSS Inc, Chicago, IL)
for both walking and jogging (  .05). Significant interaction
effects were then investigated further with tests of simple ef-
fects in the form of paired-samples t tests. We also calculated
the standardized mean difference or the effect size, that is, the
mean difference divided by the pooled SD.
RESULTS
Intratrial Reliability of Gait Velocity
The consistency of the stance-phase durations is an impor-
tant issue because previous authors16 have shown that force
and pressure values can increase with changes in velocity. In-
traclass correlation coefficients (2,1) were calculated to ensure
consistency of gait velocity between repeated trials of walking
and running, as represented by stance-phase duration.17
The mean stance-phase durations were 0.623 seconds and
0.308 seconds for walking and jogging, respectively. The in-
traclass correlation coefficients for stance-phase duration for
walking and jogging were .96 and .97, respectively, which
would be ‘‘almost perfect’’ according to the Landis and Koch
criteria.18 Based on these findings, we concluded that the
stance-phase and support-phase durations and, consequently,
gait velocity were consistent among trials and that further anal-
yses of the plantar pressure data could be conducted.
Main Study
Means and SDs for mean maximum pressure and peak pres-
sure during walking and jogging are presented in Tables 1
through 4, as are the pairwise mean differences and 95% con-
fidence intervals. Figure 2 shows the results in pictorial for-
mat.
Statistically, a significant condition  time  area interac-
tion effect was noted for mean maximum pressure for the
walking (F6,126  11.36, P  .003) and the jogging (F6,126 
4.56, P  .045) tasks. Tests of simple effects showed a sig-
nificant increase in mean maximum pressure at the lateral mid-
foot during the walking task between the untaped control and
the taped foot after application of the ALD (P  .001) and a
decrease in the medial forefoot (P  .008). The effect size for
the increase in pressure in the lateral midfoot (1.7) was larger
than for the reduction in medial forefoot pressure (1.2). The
only significant change in mean maximum pressure for the
jogging task between the untaped control and the taped foot
occurred in the lateral midfoot (P  .001), with an increase
after application of the ALD. The effect size for this increase
was 2.0.
A significant condition  time  area interaction effect was
also identified for peak pressure during walking (F6,126 9.55,
P  .006) and jogging (F6,126  5.76, P  .026). Significant
changes in peak pressure between the untaped control and the
taped foot during the walking task were identified as an in-
crease in the lateral midfoot (P  .001) and a decrease in the
medial rearfoot (P  .009) after tape application (Figure 2).
The effect size for the increase in pressure in the lateral mid-
foot (1.4) was larger than for the reduction in medial forefoot
pressure (1.0). In the jogging task, an increase in the lateral
midfoot pressure (P  .001) after application of tape was sig-
nificant. The effect size for this increase was 2.0.
Adverse Effects and Dropouts
No adverse effects (eg, skin irritation, pain, injury) occurred
and no subjects dropped out during the experiment.
DISCUSSION
Our first hypothesis stated that peak and mean plantar pres-
sures would increase in the lateral aspect of the foot during
walking and jogging after the application of the ALD. This
hypothesis was supported in part by the increase in peak and
mean pressures in the lateral midfoot during walking and jog-
ging. A second hypothesis proposed that the ALD would re-
duce peak and mean plantar pressures in the medial aspect of
the foot during walking and jogging. Based on the results of
the walking data only, which revealed a decrease in mean
maximum pressure at the medial forefoot and the medial rear-
foot, limited evidence supports this suggestion. Although we
did not address this in our hypotheses, it is worth noting that
the increase in lateral midfoot pressure (effect sizes from 1.4
to 2) was substantially larger than the reduction in medial-side
pressures (effect sizes from 1 to 1.2). Furthermore, the large
effects in increased lateral midfoot pressures across 2 speeds
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Table 1. Mean Maximum Pressure During Walking (Mean  SD) for Condition (Taped, Control) and Time (Preapplication,
Postapplication) at Each Foot Mask/Area*
Foot Part Side Time Control Group
Augmented Low Dye
Taping Group Condition Difference
Rearfoot Medial Preapplication 116.3 (19.8) 119.9 (22.9) 3.6 (4.0, 11.2)
Postapplication 123.4 (26.9) 109.2 (23.8) 14.2 (25.6, 3.0)†
Time difference 7.1 (1.0, 12.7)† 10.7 (4.3, 17.1)† NA‡
Lateral Preapplication 106.1 (17.6) 105.5 (13.8) 0.6 (7.7, 6.6)
Postapplication 111.6 (19.5) 102.5 (19.3) 9.1 (18.2, 0.1)†
Time difference 5.5 (0.3, 10.7)† 3.1 (8.9, 2.8) NA
Midfoot Medial Preapplication 20.4 (12.7) 20.9 (12.4) 0.5 (3.5, 4.6)†
Postapplication 24.2 (15.4) 16.8 (16.2) 7.4 (13.7, 1.3)†
Time difference 3.8 (0.7, 6.9)† 4.2 (10.7, 2.4) NA
Lateral Preapplication 30.5 (12.2) 29.0 (10.3) 1.5 (5.9, 2.9)
Postapplication 33.6 (15.1) 51.2 (9.8) 17.6 (12.2, 23.0)†
Time difference 3.1 (1.8, 8.1) 22.2 (16.9, 27.5)† NA
Forefoot Medial Preapplication 131.5 (40.3) 146.4 (49) 14.9 (2.6, 32.3)
Postapplication 130.9 (35) 104.3 (41.6) 26.6 (45.4, 7.9)†
Time difference 0.6 (14.2, 13.0) 42.1 (23.7, 60.5)† NA
Central Preapplication 160.8 (46.4) 168.4 (53.8) 7.6 (9.4, 24.6)
Postapplication 159.6 (45.3) 152.0 (42.4) 7.6 (24.9, 9.7)
Time difference 1.2 (8.3, 6) 16.4 (28.1, 4.7)† NA
Lateral Preapplication 143.3 (38.2) 134.6 (36.3) 8.7 (24.4, 7)
Postapplication 140.7 (37.1) 155.4 (36.9) 14.7 (4.6, 34.1)
Time difference 2.6 (13.7, 8.4) 20.8 (9.2, 32.4)† NA
*Mean differences are presented with 95% confidence intervals. A positive score for the change between condition and time favors augmented
low Dye taping and postapplication, respectively.
†Indicates significant change.
‡NA indicates not applicable.
Table 2. Mean Maximum Pressure During Jogging (Mean  SD) for Condition (Taped, Control), and Time (Preapplication,
Postapplication) at Each Foot Mask/Area*
Foot Part Side Time Control Group
Augmented Low Dye
Taping Group Condition Difference
Rearfoot Medial Preapplication 105.8 (31.1) 108.5 (34) 2.7 (7.6, 13)
Postapplication 105.6 (33.5) 104.6 (30.8) 0.9 (16.1, 14.3)
Time difference 0.3 (13.2, 12.7) 3.9 (11.4, 3.6) NA†
Lateral Preapplication 93.7 (25) 97.3 (29.8) 3.6 (6.2, 13.4)
Postapplication 95.8 (28) 96.7 (29.3) 1.0 (12.7, 14.5)
Time difference 2.1 (9.7, 13.9) 0.6 (6.7, 5.5) NA
Midfoot Medial Preapplication 33.9 (14.1) 31.7 (15) 2.2 (7.3, 2.9)
Postapplication 30.9 (12.8) 30.2 (20) 0.7 (9.8, 8.3)
Time difference 3.0 (8.0, 2.0) 1.6 (9.5, 6.5) NA
Lateral Preapplication 48.1 (18.3) 49.2 (17) 1.1 (2.5, 4.5)
Postapplication 51.8 (23.0) 81.4 (19.4) 29.6 (19.9, 39.3)‡
Time difference 3.7 (2.8, 10.1) 32.2 (25.9, 38.5)‡ NA
Forefoot Medial Preapplication 231.8 (68.7) 218.9 (79.3) 12.9 (49.3, 23.4)
Postapplication 225.4 (62.9) 191.7 (63.7) 33.7 (61.6, 5.9)‡
Time difference 6.4 (17.9, 5.1) 27.2 (57.1, 2.7) NA
Central Preapplication 224.2 (69.2) 243.4 (73.9) 19.2 (9.4, 47.7)
Postapplication 222.7 (66.9) 214.5 (58.1) 8.2 (29.8, 13.3)
Time difference 1.5 (16.4, 13.4) 28.9 (45.1, 12.7)‡ NA
Lateral Preapplication 203.8 (72.6) 190.8 (51.5) 13.0 (40.1, 14)
Postapplication 194.8 (56.6) 193.3 (46.8) 1.5 (26.6, 23.5)
Time difference 9.1 (28.3, 10.2) 2.5 (9.2, 14.2) N/A
*Mean differences are presented with 95% confidence intervals. A positive score for the change between condition and time favors augmented
low Dye taping and postapplication, respectively.
†NA indicates not applicable.
‡Indicates significant change.
of gait (walking, jogging) indicate that it is a very robust find-
ing. As well as a smaller effect size, the reduction in medial-
side pressures was only present in walking, not jogging.
The ALD increased plantar pressures under the lateral mid-
foot (our study) and increased the height of the medial lon-
gitudinal arch of the foot (other authors5,6,9); the latter was
inferred to be an antipronation effect. It is tempting to spec-
ulate that the altered plantar pressure pattern we observed is
because of an antipronation effect of the ALD. However, such
a relationship between plantar pressures and foot motion has
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Table 3. Peak Pressure During Walking (Mean  SD) for Condition (Taped, Control), and Time (Preapplication, Postapplication) at
Each Foot Mask/Area*
Foot Part Side Time Control Group
Augmented Low Dye
Taping Group Condition Difference
Rearfoot Medial Preapplication 440.8 (100.9) 443.5 (123.3) 2.7 (24.1, 29.5)
Postapplication 477.3 (110.4) 408.9 (116.8) 68.4 (117.9, 18.9)†
Time difference 36.4 (15.3, 57.5)† 34.7 (73.9, 4.6) NA‡
Lateral Preapplication 392.5 (63.5) 379.7 (52.8) 12.8 (35.5, 9.9)
Postapplication 424.0 (75.3) 390.3 (78.9) 33.7 (64.7, 2.7)†
Time difference 31.5 (13.5, 49.5)† 10.6 (17.2, 38.5) NA
Midfoot Medial Preapplication 80.2 (34.6) 80.2 (38.6) 0.0 (12.5, 12.6)
Postapplication 90.9 (41.6) 73.8 (61.9) 17.1 (42.0, 7.6)
Time difference 10.8 (3.7, 17.8)† 6.5 (30.7, 17.8) NA
Lateral Preapplication 99.3 (30.9) 95.2 (29.6) 4.1 (14.7, 6.4)
Postapplication 111.8 (37.8) 144.8 (29.9) 33.0 (17.1, 48.8)†
Time difference 12.5 (1.5, 23.5)† 49.6 (36.2, 63.0) NA
Forefoot Medial Preapplication 358.5 (113.5) 384.6 (118.5) 26.1 (17.9, 70.1)
Postapplication 363.1 (105.3) 301.0 (108.5) 62.1 (119.3, 4.9)†
Time difference 4.6 (32.1, 41.3) 83.7 (128.7, 38.6)† NA
Central Preapplication 431.4 (166.3) 438.43 (208.0) 7.1 (49.1, 63.2)
Postapplication 436.3 (159.8) 493.86 (175.1) 57.6 (3.2, 112.0)†
Time difference 4.9 (13.88, 23.73) 55.43 (5.49, 105.4)† NA
Lateral Preapplication 350.7 (110.5) 328.7 (83.7) 22.0 (65.0, 21.0)
Postapplication 355.7 (114.9) 421.3 (104.6) 65.6 (5.6, 125.6)†
Time difference 5.0 (22.1, 32.1) 92.6 (53.2, 132.1)† NA
*Mean differences are presented with 95% confidence intervals. A positive score for the change between condition and time favors augmented
low Dye taping and postapplication, respectively.
†Indicates significant change.
‡NA indicates not applicable.
Table 4. Peak Pressure During Jogging (Mean  SD) for Condition (Taped, Control), and Time (Preapplication, Postapplication) at
Each Foot Mask/Area*
Foot Part Side Time Control Group
Augmented Low Dye
Taping Group Condition Difference
Rearfoot Medial Preapplication 462.6 (124.4) 503.4 (146.4) 40.8 (0.1, 81.8)
Postapplication 483.4 (141.3) 460.5 (145.3) 22.9 (89.3, 43.6)
Time difference 20.9 (12.4, 54.1) 42.9 (88.3, 2.6) NA†
Lateral Preapplication 421.4 (109.2) 459.8 (136.8) 38.4 (4.5, 81.3)
Postapplication 446.7 (118.4) 444.1 (127.8) 2.6 (60.4, 55.3)
Time difference 25.3 (9.3, 59.9) 15.6 (52.1, 20.8) NA
Midfoot Medial Preapplication 130.9 (41.5) 120.4 (47.6) 10.5 (27.3, 6.3)
Postapplication 121.5 (41) 119.5 (63.3) 2.0 (33.2, 29.3)
Time difference 9.4 (24.2, 5.4) 0.8 (28.8, 27.1) NA
Lateral Preapplication 156.4 (47.9) 159.8 (43.5) 3.4 (5.6, 12.5)
Postapplication 163.9 (50.9) 242.7 (53.6) 78.8 (53.4, 104.3)‡
Time difference 7.6 (5.6, 20.7) 83.0 (62.3, 103.6)‡ NA
Forefoot Medial Preapplication 529.4 (160.8) 524.6 (167.8) 4.8 (71.4, 61.8)
Postapplication 514.2 (166.7) 450.4 (155.3) 63.8 (132.8, 5.2)
Time difference 15.2 (45.5, 15.2) 74.1 (144.3, 4)‡ NA
Central Preapplication 475.5 (115.9) 523.2 (152.0) 47.7 (3.8, 99.1)
Postapplication 467.6 (112.4) 491.4 (147.6) 23.8 (19.8, 67.5)
Time difference 8.0 (29.9, 13.9) 31.7 (57.2, 6.3)‡ NA
Lateral Preapplication 440.8 (126.3) 407.6 (128) 33.23 (76.2, 9.7)
Postapplication 437.6 (123.2) 447.2 (109.4) 9.6 (56.2, 75.6)
Time difference 3.3 (30.4, 23.9) 39.7 (14.6, 93.9) NA
*Mean differences are presented with 95% confidence intervals. A positive score for the change between condition and time favors augmented
low Dye taping and postapplication, respectively.
†NA indicates not applicable.
‡Indicates significant change.
not been established.19 Work is now required to evaluate the
relationship between ALD-induced changes in plantar pres-
sures and joint motion so as to further our understanding of
the physiologic mechanisms underpinning such taping tech-
niques.
We could only find 2 other studies of the effects of anti-
pronation taping (low Dye only) on plantar pressures, and
those groups11,12 only evaluated walking, as opposed to both
walking and jogging in our study. Russo and Chipchase11 as-
sessed the effect of the standard low Dye taping on peak plan-
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Figure 2. Significant differences from preapplication to postappli-
cation (foot on the left taped, foot on the right control) in mean
maximum pressure (A, B) and peak pressure (C, D) shown as in-
crease (black), decrease (gray), and no change (white) for walking
(A, C) and jogging (B, D) gait. Note: 7 areas (Novel masks) were
analyzed (medial and lateral at the rearfoot, midfoot, and forefoot,
as well as the central forefoot); toe masks were not analyzed.
tar pressures of normal feet and found an increase in the me-
dial and lateral rearfoot areas and lateral midfoot, with a
reduction in both the medial and lateral forefoot areas as well
as the medial midfoot. Lange et al12 studied taping-induced
changes in mean and peak plantar pressures before and after
the application of the standard low Dye taping in subjects with
pronated feet. They found an increase in mean and peak plan-
tar pressure in the lateral midfoot. A decrease in mean pressure
was found in the medial and lateral rearfoot and the medial,
central, and lateral forefoot areas. Peak pressure was reduced
in the medial and lateral rearfoot, medial forefoot, and central
forefoot.
Comparing our data for the ALD during walking to the low
Dye taping data in the previous studies11,12 may provide some
insight into the underlying mechanisms of action of these tech-
niques. Most notably, all studies have shown the lateral mid-
foot area to experience increased plantar pressures, regardless
of the pressure index used. The strength of such an effect
compels us to address this finding in any model that seeks to
describe the underlying physiologic mechanism(s) of antipron-
ation taping.
Additionally, comparisons of the data from our study and
the previous studies11,12 may reflect the effect of adding re-
verse 6s and calcaneal slings to the low Dye technique in the
ALD. Compared with the current study, changes in plantar
pressures were more widely distributed in the other studies of
the low Dye technique,11,12 indicating that the inclusion of
reverse 6s and calcaneal slings in the ALD appears to counter
those changes in plantar pressures at the forefoot and rearfoot.
The ALD has previously been shown more effective than the
low Dye technique in maintaining medial longitudinal arch
height during 20 minutes of exercise.5,6 Perhaps this finding
is associated with the observed differences in plantar pressures
exerted by the ALD compared with the low Dye technique.
We also found, in walking only, changes in the untaped foot
that were essentially increases in the mean and peak pressures
in the midfoot and rearfoot. The relevance of these findings is
not readily apparent, except to possibly indicate that the taping
of 1 foot leads to body-wide alterations in motor function (eg,
sensory-motor, balance, neuromotor control). Further study is
required to better understand the underlying mechanisms by
which this occurred.
We and Lange et al,12 but not Russo and Chipchase,11 se-
lected subjects who exhibited increased pronation. An inter-
esting response to antipronation taping in mean maximum
plantar pressures was observed at the medial rearfoot that is
not seen in any other area. That is, both our results and those
of Lange et al12 showed reduced mean maximum plantar pres-
sures in the medial rearfoot area, whereas Russo and Chip-
chase11 reported the opposite trend in their subjects who were
not excessive pronators. Thus, it would seem that in the medial
rearfoot, the antipronation taping techniques are selectively re-
ducing pressure in pronators (defined by a change in vertical
navicular height of more than 1 cm). This finding may provide
grounds on which to further study the pressure changes re-
ported herein in relation to overuse musculoskeletal injuries
that are associated with excessive pronation.
An alternate explanation for differences between taping
techniques (ie, ALD versus low Dye) in plantar pressure be-
tween the current study and the previous 2 studies11,12 may
well revolve around the use of systems with different sampling
frequencies. We used an EMED-SF system with a 70-Hz sam-
pling rate, whereas the others used the EMED-AT-2 system,
with a sampling frequency of 25 to 30 Hz. Sampling at a
frequency of less than 45 Hz may result in less-than-optimal
representation of the plantar pressure data during walking gait
and potentially invalidate inferences that may be drawn from
it.20
The reader should be cognizant of the fact that we only
investigated the initial effects of antipronation taping on plan-
tar pressures in asymptomatic but pronated feet. Future re-
search is required to assess the effect of taping on plantar
pressures after exercise (eg, after 10 and 20 minutes of jogging
as in previous studies5,6,9) and in symptomatic populations.
In summary, plantar pressures of the foot were significantly
altered after the application of the ALD, largely shown as in-
creases in peak and mean maximum pressure in the lateral
midfoot for both the walking and jogging tasks and reductions
in mean maximum pressure in the medial forefoot and peak
pressure in the medial rearfoot during walking.
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